Integrating early palliative care for the millions of adults with serious illnesses has received increasing national attention. However, efforts to improve palliative care access across the continuum for all serious illnesses have not been uniform. This is due in part to perceptions that nonmalignant progressive illnesses, such as chronic obstructive pulmonary disease (COPD), are not as serious or as potentially fatal.
Progressive COPD is the third leading cause of death in the United States, and patients have a host of unmet palliative care needs equal to or more severe than most types of cancerrefractory dyspnea, untreated anxiety and depressive symptoms, social isolation, and an unpredictable illness trajectory that makes outlook planning exceedingly difficult. 1 These uncertainties result in care that is frequently not concordant with the wishes of patients and their families. 2 In this issue of the Journal of Palliative Care, Shen et al shed light on a tension that exists between providing palliative care and intensive care for patients with COPD at the end of life. Resolving this tension is possible but will require that pulmonologists make a paradigm shift away from snatching patients with COPD from the brink of death and toward advanced preparation for expected crises.
Shen et al selected a cohort of adults with COPD from the Nationwide Inpatient Sample during their terminal hospitalization, a sicker population than the one Rush et al studied who were on home oxygen and admitted for an acute exacerbation. 3 In the current study of patients dying with COPD, Shen et al found that 39% received palliative care consultation at the end of life compared to only 2% in the study by Rush et al. Other reassuring trends included a significant increase in do-notresuscitate status (compound annual growth rate [CAGR]: 36%, P <.001) and a small increase in palliative care consultation over the study period (CAGR: 5.3%, P <.001). However, this reassurance was short lived. From 2010 to 2014, the authors also discovered a significant interval increase in the frequency of invasive, life-sustaining procedures at the end of life for patients dying with COPD (CAGR: 7%, P <.001). By study end, nearly half had received mechanical ventilation in their last days, 1 in 8 had received dialysis, 1 in 10 had received vasopressors, and 1 in 4 had received more than 1 procedure at the end of life. This is the first observational study on the use of lifesustaining procedures and inpatient palliative care consultation for patients dying with COPD. The authors are to be commended for raising awareness of the tension that exists between providing life-sustaining procedures versus delivering palliative care at the end of life in COPD, though a few study limitations are notable. First, use of the V66.7 palliative care consultation code inadequately identifies patients who actually receive these services 4 and does not allow for exploration into the quality of the consultation or services offered. This was a critical factor in the only study that did not find positive outcomes following palliative consultation in the intensive care unit. 5 Second, demonstration of an interval increase in palliative care consultation during the study period may simply represent the temporal trend of a nationwide increase in inpatient palliative care services and not something particularly unique to COPD. Most hospitals in the United States with more than 300 beds now have inpatient palliative care. 6 Third, expert end-of-life care is but a drop in the ocean of what palliative care can offer for patients with COPD and their caregivers. Consulting palliative care at the end of life for a mechanically ventilated patient with COPD is too late. The continuum of care model instead teaches us that palliative care should be instituted early in serious illness to provide comprehensive physical, emotional, social, and spiritual support alongside proactive end-of-life planning. 7 Pulmonary and palliative care providers understand the importance of early palliative care in COPD (EPIC) but recognize significant barriers must be overcome. 8 Given the data that show improved outcomes when palliative care is integrated early into routine care for advanced cancer, 9 it seems reasonable to conclude that EPIC could also benefit patients and their family caregivers. Inexact prognostication as an explanation for late palliative care consultation and the resultant goal discordant care in COPD is merely an excuse and a practice that runs contrary to data. Factors that guide outlook planning for end of life in COPD exist 10 ; the challenge is applying them in clinical practice.
The results of the study conducted by Shen et al reveal that gaps in palliative care delivery could become wider as intensive care outpaces palliative care. To ease this tension, those of us who recognize the potential of EPIC and who are testing methods for earlier integration must do more to educate those who do not. 8 Pulmonologists who care for patients with COPD from diagnosis and through the end of life are uniquely poised to implement EPIC to address the unmet symptom and advance care planning needs of patients with COPD and their family caregivers. Clearly, COPD has ''earned'' its rightful place as a serious illness and deserves the benefits of early palliative care.
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